SUMMARY We report two cases of osteomyelitis secondary to staphylococcal septicaemia, presenting with large sterile effusions in adjacent joints. In both cases the clinical features were suggestive of septic arthritis. Multiple joints were involved in each patient. Initial radiographs showed no abnormalities.
Metaphyseal and apiphyseal vessels from anastomoses in the adult. Since the epiphysis and adjacent synovium also share a common blood supply, there is an obvious route for spread of infection to the joint from an adjacent focus of osteomyelitis.1
However, recent reviews of osteomyelitis have failed to comment on the occurrence of secondary effusions or septic arthritis,2 3 although septic arthritis was regarded as a common but late complication of osteomyelitis in preantibiotic series.2 The presence of effusions in these cases as a presenting feature appears to be particularly unusual.
Case reports CASE 
1
A 16-year-old trainee gardener was admitted to hospital with pyrexia (39°C), rigors, a diffuse erythematous rash over his trunk, and several swollen joints. Two days prior to admission he had been in the Accident and Emergency Department with a two-day history of pain in his shoulder. At that stage his shoulder was noted to be tender with a restricted range of movements. No other abnormalities were detected, and no further action was taken.
At the time of admission his right shoulder, right elbow, and right knee were swollen, painful, and erythematous, with obvious effusions. There was a raised erythematous skin lesion on the right thigh and a diffuse erythematous rash but no evidence of preceding skin infections or other portals of entry.
Blood cultures were taken and the knee, shoulder, and elbow aspirated. The synovial fluid samples were only slightly cloudy, the white cell Accepted for publication 20 Clinically the patient improved rapidly on antibiotics except for his right shoulder and elbow, which remained painful and swollen, with recurrent effusions. The effusions were again aspirated, but no organisms were obtained. Two weeks after the onset of the illness radiographs of the right shoulder, elbow, and humerus showed evidence of severe osteomyelitis involving the whole of the humerus (Fig. 1 ).
Surgical drainage was not performed. The antibiotics were continued for the total of six months, during which time there was a return to full mobility of the shoulder and elbow. Radiological evidence of healing of the osteomyelitic lesions was seen. CASE 
2
A 17-year-old male was admitted with a four-day history of a painful swollen right knee. Three weeks prior to admission he had complained of pyrexial illness, with a sore throat and cervical lymphadenopathy, which had settled spontaneously.
On 
